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Abstract 
It is widely acknowledged, in the International debate, that the child  of any age  is entitled to the right of being an active 
subject in the building of his/her development and well- 
everyday practices, which are put in pl  role in the shaping of 
health.We carried out a pilot research with the following objectives: to obtain information on how parents develop their 
-being, health and illness, especially considering the division of tasks among the parents; to 
define the main features of the expert and common sense knowledge on children health and illness; to investigate the 
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1. Health, illness and the construction of appropriate parenting 
Among the various rights which minors are entitled to as active subjects is the right to health, which should 
involve a new way of considering the way children's needs and opinions are listened to with regards to all matters 
that affect them (UN, 1989). To achieve this ambitious objective, it is first necessary to reflect on the everyday 
interactions that adults have with children, in order to ascertain the extent to which they are aware of the active role 
and social competences (Christensen, 1998) that even youngsters may have in the development of their own health. 
Health practices aimed at maintaining the child's well-being and state of health and those aimed at treating states of 
malaise and illness constitute an area in which there is a convergence of an array of social representations 
concerning childhood, appropriate parenting, health and illness, the interaction between expert medical 
knowledge paediatric knowledge in particular and common-sense knowledge. 
Currently, neither medical expert knowledge or common-sense knowledge shows evidence of widespread 
awareness of the active role that youngsters also play in defining, in accordance to their different ages, the 
significance that can be given to their "being well" and their "being unwell" (Alderson, Montgomery, 1996; Lewis, 
1983). Conversely, attention paid to them is geared towards defining the sick child as a "diseased body", thus 
making them the subject of much attention, rather than active participants in the construction of the practices that 
affect their health, the identification of their illness and its treatment. 
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In other areas, such as education and citizenship, this change in perspective began a long time ago and has brought 
about some interesting findings. This paper intends to contribute by exploring to what extent children are centrally 
active or are non-central in social representations of health and illness, not so much by exploring into this centrality 
directly, but rather by investigating a fundamental prerequisite of this centrality: that is the definition of parenting in 
terms of care practices and the interaction between the expert professional knowledge of paediatricians and 
common-sense knowledge as applied to the health of youngsters. This study is dedicated precisely to these 
important themes, whose analysis is intended to be a starting point for a change in perspective and the creation of 
treatment alternatives and the maintenance of well-being based on the centrally active role children play. This is a 
pilot study, the first in Italy on this subject, conducted in the city and province of Turin between the end of 2009 and 
2010, involving the parents of children aged between 0 and 3 years old and their paediatricians working for the 
Italian National Health Service (SSN). 
Much literature has been written on the features of the relationship between paediatricians and parents or the main 
caregivers of children. In this paper, we intend to limit ourselves to emphasising the particular complexity involved 
in building an agreeable joint therapeutic relationship, not only because of the difficulty encountered by adults in 
understanding the manifestations of the child's malaise, but also because the known communication difficulties 
present in every therapeutic relationship (Bert, Quadrino, 2003; Charon, 2006) are amplified in the paediatric 
context by the presence of parental figures who constitute a central element in the relationship between the patient-
child and his or her physician (Tates et all., 2002). First of all, the relationship between the paediatrician, the young 
patient and parents is marked by the convergence and interaction of a number of important groups of 
representations, some of which are highly relevant. This includes the group of representations that concerns the 
health, illness and treatment of children within lay systems, i.e. common-sense knowledge, and professional systems 
of reference, i.e. expert knowledge, which respond only in part to those used by adults. This is due to the 
specialisation of social thought in general, and medical thought in particular, that has unfolded over the last two 
centuries, beginning with the new way in which childhood is considered an entity in its own right, worthy of 
individual attention, consideration and safeguards. Another group of important representations concerns parenting, 
and particularly parenting that is considered appropriate, which, today, is continuously subjected to transitional 
tensions. As already widely reported, these tensions trigger processes of uncertainty in terms of the status and 
functions of being parents, making parenting subjectively and socially volatile. Lastly, another important group 
refers to the ways in which childhood is understood today, which, although being characterised by multiplicity, is 
structured around one core preface: the child as an entity in its own right (de Singly, 1996). 
Another important factor in the complex therapeutic relationship involving children is the "normalising" function 
of the construction of the meaning of health, illness and treatment; that is, the function of producing and maintaining 
social order, in its wider sense, through discipline over the body (Foucault, 1963), and in paediatrics, this directly 
affects, and in turn is affected by the construction of the social representation of what is considered appropriate 
parenting. This occurs at both a macro-social level, with the contribution of medical knowledge in collectively 
determining the characteristics of appropriate parenting, and at a social level, in particular, in the reconstruction of 
meaning that is implemented in every therapeutic relationship, with a fundamental role played by moral judgements 
expressed on the appropriate parenting skills of the individual parents involved in the relationship. An important 
example of this is the study conducted by Ehrich (2003) on the "inappropriateness" of the demand made on British 
health establishments for treatment during infancy. The author demonstrates convincingly that health demands arise 
and manifest in a complex network of relations where moral judgements (that is, normative evaluations) prevail over 
scientific considerations. Furthermore, she demonstrates that these judgements frequently occur in the form of 
scientific subject matter. In this sense, during her research, Ehrich was able to highlight that demand for healthcare 
services is considered inappropriate by the doctors themselves, especially when the parents are considered incapable 
of dealing with the small health problems displayed by their children, and this notion applies particularly to mothers. 
Again, the construction of shared meaning in the paediatric therapeutic relationship appears to involve all the 
practices performed by parents to maintain health and overcome illness. These practices have long been considered 
a "social place" where it is possible to work out both the construction of the meaning given to health and illness 
(Pierret, 1983) and the legitimacy that can be attributed to individual representations of appropriate parenting 
(Morgan, 1999; Lee, 2007).  In particular, practices concerning hygiene, nutrition and sleep hold many aspects that 
involve cognitive, emotional, value and disciplinary development with regard to proper child growth, not only 
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physically but also emotionally and socially. Furthermore, these practices are the most appropriate area from which 
to observe the division of work in family roles, which is important for the construction of gender belonging as the 
founding element of our living in societies. 
 
2. Reasearch objectives, instruments and methods  
In this regard, the objectives of the study included finding out what knowledge and practices parents use to define 
the well-being of their children and representations of health and illness, with particular reference to how family 
duties are shared between parents; finding out what social undertakings contribute to the construction of these 
definitions and discovering what their relationship is (antagonistic, collaborative, indifferent, etc.); finding out the 
characteristics of the knowledge for which these agencies are recognised as legitimate repositories. This concerns 
common-sense knowledge, which can be found in everyday practices and theoretical knowledge, or the set of values, 
expectations, express or implicit rules that are developed from content transmitted by expert knowledge. Lastly, 
finding out the expectations that paediatricians have of parents involved in care giving, the limits of the skills that 
they attribute to themselves and to other areas of expert knowledge, the practices implemented to guide parenting 
behaviour. 
The information was collected through semi-structured interviews with parents, including descriptions of everyday 
practices and opinions concerning the knowledge used by mothers and fathers to perform their care-giving tasks 
towards their children. Particular attention was paid to three macro-areas: nutrition, sleep and state of illness. The 
first two are part of those practices, which, as suggested by Pierret (1983), allow for an understanding of the 
meanings attributed to the concepts of health and well being that are gathered during their daily activities. The third 
area concerned, more specifically, the objectives of this work and aimed to reconstruct the practices and knowledge 
that parents use to shape the attributions of meaning regarding the state of illness, the transition from malaise to 
illness, the definition of treatment and the methods of applying it. The reflections that emerged from analysing the 
interviews enabled identification of a number of conceptual ties for focus groups with paediatricians from the SSN 
in the same local areas as the parents interviewed. Particular attention was placed on the perception that these 
paediatricians have, as members of an expert system, regarding contribution to the construction of the concept of 
appropriate parenting, revealing practices and meanings that contribute to this very construction.  
It is worth noting that this research is a pilot study that has made no claims to being representative. Its general 
objective was to explore themes that, so far in Italy, have received little attention within the disciplines related to the 
sociology of child health and parenting. The same sample was built on criteria corresponding less to those of 
statistical representation than the use of variables which we considered important for the objectives of the study, 
including: two-parent or single-parent families, children aged between 0 and 3, the presence of older brothers or 
sisters, nursery school attendance or being kept at home, residence in a town with specialist paediatric services 
(Turin) or in a mountainous area distant from such services (Val di Susa), and Italian nationality. The choice for 
uniformity of nationality was due to the need not to introduce cultural variations that were too distinctive and whose 
extent may not be fully understood in view of the small sample size. 23 interviews were conducted in Turin (10 
mothers and 9 fathers belonging to two-parent families; 4 single mothers); 17 interviews were carried out in Val di 
Susa (8 mothers and 8 fathers belonging to two-parent families; 1 single mother). Three focus groups were held for 
paediatricians, two in Turin with a total of 11 paediatricians and one in Val di Susa with 10 paediatricians.  
For economy purposes, the other variables characterising the sample examined for this study cannot be illustrated. 
We will mention them, where necessary, during the presentation of the data. Nevertheless, it is important to say that, 
generally speaking, the sample consisted of parents with a medium-high cultural capital, especially among the 
women. According to the literature (Christensen, 2004; Schaffer et all, 2008) the importance of this capital is 
significant, since it is one of the elements that enables parents to identify a broader span of information from which 
to choose and establish knowledge and practices for care in order to define what they consider to be appropriate 
parenting. Moreover, almost all of the mothers and fathers in question are actively employed since, as we shall see 
later, the reconciliation between family life and work life, especially for mothers, is one of the thorny issues 
contributing to the divergence in the way appropriate parenting is represented by doctors and parents, both in terms 
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of care practices towards children, and in terms of the methods of negotiation that are considered more or less 
appropriate in the doctor parent relationship. 
3. Health, illness and treatment practices 
The passage from a state of health to a state of illness is not so much purely biological as the result of a socially 
constructed attribution of meaning to states of malaise which, when perceived and recognised as such, may be 
considered undifferentiated symptoms which are later interpreted as the expression of pathological states (Good, 
1994). This complex journey does not end with identification of the state of illness, but is closely linked to the 
choice of courses of treatment, be this founded on expert knowledge in the medical field, or on common-sense 
conducted with the parents we can identify what they believe constitutes the daily practices of parental 
responsibility, especially regarding the maintenance and reacquisition of the well-being of children, as well as the 
shared construction of the therapeutic journey and its acceptance between figures with expert knowledge and those 
with common-sense knowledge. 
As stated explicitly in a number of interviews, and also as can be seen implicitly in many of the testimonies 
collected, the capacity to "take care of" and "treat" children is perceived and sometimes regarded as a fundamental 
part of the responsibilities and duties of both parents and the medical profession (Ehrich, 2003). In the complex 
game of inter-relating in which the meaning of "taking care of" and "treating" children is found, parents use 
numerous cognitive and emotional references and are subject to numerous expectations, particularly those 
concerning the gender-based division of social tasks. As we shall see shortly, from the interviews it appeared that 
the construction of appropriate parenting through care practices is strongly centred on this important form of social 
organisation, despite the now widespread "rhetoric" of equality between fathers and mothers (Williams, 2004; 
Bastard, 2006; Johansson, Klinth, 2008) in childcare. 
 
3.1. Identifying the symptoms of the illness 
 
The interviews illustrate how the process of building a path towards the expression of meaning, leading from well-
being to malaise, right up to identification of symptoms and the illness, is a socially constructed one, not only 
because of the use of common cognitive categories and emotions shared socially, but also because there may be 
many contributors to the process. This first and most common stage involves the mother; then comes the father, 
grandparents mostly grandmothers n 
staff. The paediatrician's intervention appears at a second stage and marks the "founded" fear or "certainty" that the 
symptom is the expression of a pathological state. This state is verified and legitimised in accordance to the doctor's 
appraisal, otherwise it is excluded, or "transformed" into some other pathological state that the parent has not 
thought of, and this usually occurs with the assignment of a therapy. In this perspective, the ability to identify states 
of illness and, first and foremost, to identify the indicators signposting the passage from a state of well-being to 
malaise, and from one of malaise to possible illness, is important for the task of establishing appropriate parenting, 
both in terms of social recognition, and in psychological terms of self-esteem (Ehrich, 2003). Therefore, the passage 
from well being to illness begins to take place by identifying the child's states that appear to deviate from the daily 
norm. By observing these states, the parents' particularly the mother's ability to "take care of" their child is seen. 
You can tell by the way they act when a child isn't feeling well. Apart from their eyes, you can see that they don't react very much, that they' 
don't play. I go with my instinct quite a lot... you can see when their tummy hurts, they bend over, they become fussy and start to cry. You have 
to pay attention to children, because they let you know through their behaviour, the look in their eyes... it's your child, so you understand him, it's 
instinct (Mother, 2 children, Val di Susa). 
The fact that they are "your own", the reliance on instinct and intuition together with "having to" ("you have to pay 
attention to children") which holds no technical rule, but rather a moral obligation which involves "having to know 
how to take care" of them, show that the ability to identify the indicators of malaise are considered one of the 
founding premises of parental responsibility. 
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Even the fathers' testimonies, although generally divulged less precisely and with fewer details, show that 
observation is considered one of the foundations of "knowing how to take care" of children. 
(Father, 1 son, Val di Susa). 
While the passage from a state of well-being to a state of malaise is founded on observation, for both mothers and 
fathers, and regarded as an important means for "knowing how to take care" and on the sense of duty implicitly and 
explicitly attributed to this activity, the passage from malaise to illness seems to require not only observation but 
also the ability to detect and, above all, place the right assessment on a number of more "objective" details: crying, 
fever, vomiting, diarrhoea, breathing difficulties etc.... It is useful to remember that initially assigning the status of 
"symptom" to states of malaise, and later to the status of "definite symptom of illness", requires a series of complex 
operations of selection and interpretation. These call into play common-sense knowledge or expert knowledge, 
almost as though the symptom were a geographical map (Bert, Quadrino, 2003) enabling the construction of a 
course of action, through the selection and rearrangement of representations of a particular domain, i.e. the suffering 
body. 
was identified and recognised allows us to appreciate not only the wide selection of cases, but also the strategies 
implemented by parents, from the most simple to the more complex, to deal with their children's state of suffering in 
the way they deem most appropriate, even in the face of opposing opinions from family members. 
I'd told my husband that I'd stay at home, I wouldn't take him to the nursery. I can see the paediatrician tomorrow and I'll see what she has to 
say...the next day I was supposed to take her to the paediatrician in the afternoon, but she'd got worse...I took her to hospital, even though my 
husband was sceptical (Mother, 1 daughter, Turin). 
The social players that play a bigger role in the specific construction of the "symptom" as a definite sign of illness 
are, once again, numerous: first of all mothers, to whom two fathers also attribute a predominant role in this parental 
task. 
 I'm not the best judge, my wife's the one who's always noticed (Father, 1 son, Turin). 
Mothers attribute a central role to themselves and frequently speak in the first person when referring to the first 
stages of transformation from malaise to "symptoms". This is in line with what emerges from specialist literature on 
family life dealing with the central role of mothers in everyday childcare practices. Mothers also report that they call 
on other figures with experience, especially female ones, in their network of relatives and friends. In family 
networks, the maternal grandmother often intervenes, according to the mothers' testimonies. This also seems partly 
due to the fact that maternal grandmothers take care of their grandchildren in the absence of their mothers, or are on 
hand when the child's malaise prevents them from going to the nursery. 
This process of mutually recognizing the transition of a "symptom" into a "definite symptom" of illness shows not 
only some of the representations of parental duties, but also the characteristics of bonds between relatives.  
Moreover, the asymmetry of power between spouses is made explicit in terms of the health of their children and 
the division of duties in this specific area, as well as a perceived separation of tasks that are to be carried out 
individually and as a couple. Out of 18 mothers who live with the father of their children, only two made implicit or 
explicit mention of the involvement of their partners, while two fathers out of 17 made explicit reference to the 
prevailing role of the mother, while the remaining interviewees spoke more generically of a shared role. From the 
accounts of the mothers emerged that fathers intervene with some delay, when the "symptom" transforms into a 
"definite symptom" of illness, when it is necessary to decide whether to seek medical treatment and which 
practitioners to consult. 
Relying on the paediatrician to identify the "definite symptom" is more commonly sought by fathers than by 
mothers. Nevertheless, when examining the interviews as a whole, it is not possible to ascertain with certainty that 
fathers have a greater tendency to contact the paediatrician but rather, perhaps they are more likely to use medical 
knowledge to come to terms with and define the "symptom", as well as the sharing of doubts with their spouses 
giving less importance to the opinion of parents, which they consider unworthy. 
Lastly, assigning a cause (Good, 2006) is found among the instruments that are used to give meaning to the states 
of malaise and thereby justify their placement into the category of symptoms of a possible illness, as well as the 
identification of possible remedies and treatments. We believe that the mother's frequent presence in the daily lives 
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of their children, as well as their constant involvement in their everyday care, creates a greater likelihood of 
observing the development from a state of well-being to one of malaise and illness and a greater need to attribute a 
meaning to this change. In fact, out of 46 expected episodes of illness as described by the mothers, there were 17 
episodes where discussion of the cause was talked about spontaneously or upon mention by the interviewer. In the 
case of the fathers, out of 34 expected episodes, this occurred in only 8 cases. Moreover, fathers more frequently 
made generic reference to children being weak and hence subject to illness. 
In addition to the parent's gender, the most influential variable in the construction of the sample in this phase was 
category of expert educational and childcare knowledge in the joint construction of attributable meaning to the 
malaise. The other variables, on the other hand, do not seem to lead to any particular outcomes. 
 
3.2. Who should give treatment? 
 
Similarly to what has been said as regards "symptoms", from the interviews emerged the fact that that mothers 
appear to deal more frequently with the daily care practices that are considered simpler, and the intervention of 
fathers occurs mainly, though not exclusively, to more worrisome "symptoms". Also, in interviews with the 
mothers, references to administration of treatment were almost totally in the first person. In the interviews with the 
fathers, reference was almost always made to the couple as a unit. 
The first day we give him paracetamol, if he's got a slight temperature. We start worrying from the second day onwards ...on that occasion he 
had mild bronchitis which was bearable, the temperature continued for seven or eight days, I think, I don't want to say something that isn't true, 
she contacted the paediatrician every other day... One night, I'd had enough, I took him to Regina Margherita [Turin's paediatric hospital] and 
they admitted him for three days (Father, 2 Children, Val di Susa). 
Again, during the process of joint construction of treatment practices, numerous other figures are involved in 
addition to the mothers and fathers who belong to the network of friends and family, formal and institutional 
networks, and public and private healthcare. Their opinions overlap, are sometimes contradictory, and sometimes 
are a combination. The task of the parents, and the mothers in particular, is to persevere with what they deem 
opportune and appropriate for the child, integrating acquired knowledge relentlessly. 
What emerges clearly from the interviews is that paediatricians, who are part of the public health service or are 
private practitioners, are the representatives of expert knowledge who are given most esteem by parents, as they are 
seen as the legitimate and safe source for identifying "definite symptoms", the disease and its treatment (Neresini, 
2001). We also found that, even in the case of treatment practices, there is a kind of hierarchy in terms of timing and 
procedures: first of all, if possible, they wait, administering remedies belonging to everyday treatment or mild drugs 
which they are already familiar with because they were recommended by their paediatrician or the paediatricians of 
relatives and friends; next they go to the SSN paediatrician or, if necessary, to a "private" paediatrician; as a last 
resort they go to the emergency department for emergencies, for unforeseen necessity (night-time, weekends and 
holidays), for "symptoms" thought to be particularly alarming, or because the paediatricians they have already 
consulted were unable to solve the situation with an effective treatment. 
Alternative treatment practices did not emerge in the interviews, except in one case where red-coloured clothing 
was preferred for treating scarlet fever and homeopathic remedies were recommended by the paediatrician but were 
looked on with scepticism by the parents. 
For treatment practices, a substantial variable is prior experience with a first child. Another influential variable is, 
as has already been illustrated, the gender of the parent. Lastly, the wealth of the networks of friends and relatives 
and whether or not parents are part of a couple, which seems to enable greater sharing of parental tasks in critical 
periods, with mothers playing a more central role in administering treatment and fathers showing greater 
determination to turn to the emergency health services.  
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3.3. Treatments 
 
In terms of "appropriate" administration of prescribed treatments, the process of joint construction is complicated 
further: the opinions of those already mentioned who represent common-sense knowledge grandparents, friends, 
parents and those figures who represent expert knowledge in the health sector friends and relatives working in 
the medical field, pharmacists, paediatricians in the SSN, private and hospital paediatricians overlap, are 
sometimes either contradictory, or are combined with the prior experience and op
(Colombo, 2001). This involves a true process of reconciliation, sometimes implicit, sometimes explicit (Neresini, 
2001), taking place in various social realms, beginning with the parenting couple, and involving pharmacological 
knowledge as well as knowledge linked to daily care. 
We measure his temperature, my wife calls the doctor before I would, we now know what the normal treatment protocols are, whether we have 
to use a nebuliser, whether we have to give him paracetamol, I tend to give a little more medicine, my wife a little less, after that, we do whatever 
we're supposed to do and then we see how it goes (Father, 1 Son, Turin). 
Generally speaking, the interviews revealed that there was basic agreement with the opinions of SSN 
paediatricians. Medical opinions are not questioned unless the professional shows uncertainty that is sensed by the 
parents, or if the treatment is ineffective, according to subject criteria. In these cases another paediatrician or the 
emergency department is consulted, giving rise to the phenomenon of "paediatric shopping-around". 
As has already been underlined, the fathers seem less able than mothers to report the methods of treatment 
following "symptoms" and pathological states. They rely more on the expert knowledge represented by the 
of action for "definite symptoms" and "treatment" not only for rational reasons, but also based on a relationship of 
trust developed with the professional. The testimonies of the mothers also show the importance of the paediatrician 
in the joint construction of ways of identifying states of illness and treatments; but it emerges just as clearly that 
there is a large array of references that are considered legitimate and that the participating figures are numerous. 
These are references that can arise from: personal convictions (homeopathy, phytotherapy, etc.); the conviction that 
certain small maladies can be handled and overcome using non-medical remedies; previous experience with older 
children and themselves, which have taught them how to administer widely used medicines.  
The interviews reveal that, despite being considered fundamental in health endeavours, the paediatrician's 
prescriptions may be subject to modifications, since expert medical knowledge has to be confronted with a variety of 
references as mentioned previously.  
 
3.4. Expert knowledge 
 
From all the interviews held it becomes apparent that parents attribute greater legitimacy to expert medical 
knowledge, both in terms of recognising pathological states and their treatment, and in the "properly caring" of 
children in everyday life. Trust in paediatric expert knowledge appears in acceptance of the health and sickness 
model that is dominant today, which constitutes the general belief in its framework that the parents say they perceive 
as being equipped with legitimacy and authority because it belongs to medical knowledge in general and specialist 
medical knowledge in particular. It also can be seen at individual and micro-interpersonal levels such as trust in 
individual professionals, and this occurs if two conditions are met: the practitioner in question appears 
"professional" in the parents' eyes; that what he or she proposes in terms of childcare, diagnosis and treatment can be 
applied to the cause of the malaise, symptom, illness, treatment and care that is recognisable by the parents 
themselves as "appropriate". This dual prerequisite to trust may represent, in our opinion, an element by which to 
understand the phenomenon of "paediatric shopping-around". The uncertainty regarding the diagnosis and 
abandon, completely 
or in part, the model of health generally proposed by expert paediatric knowledge.  
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Even coming to terms of agreement between parents over the involvement of the paediatrician, which in turn 
involves the network of nearest relatives, appears to confirm the already mentioned difference between genders in 
whether or not they consult expert knowledge. One father says: 
I'm the one who'd say: let's call the paediatrician, but she says that there's no need because it's already happened and I already know that he 
won't come, so I tend to go along with the rest of the family (Father, 2 children, Val di Susa). 
In this testimony, both parents acknowledge the legitimacy of medical knowledge, although there is a difference 
between the way mothers and fathers act, as we have already described. What is particularly evident is the joint 
primacy of mothers with the paediatrician in establishing health and illness procedures for children and the joint 
legitimacy given to this important dyad. Both of these elements, the joint primacy and joint legitimacy of mothers 
and paediatricians, are present in the majority of the interviews with fathers and in all those with mothers. 
In nearly all of the interviews, express or indirect reference is made to "professional competence" as a component 
of trust. By "professional competence", the parents usually mean not only the medical knowledge, which allows the 
paediatrician to diagnose and treat in the way considered most appropriate, but also their ability to interact. The 
representation of "professional competence" is also present in the interviews in contrast to common-sense 
knowledge represented by members of the network of friends and family. Often, the socially legitimate choice of 
consulting expert paediatric knowledge is also used to set distance from common-sense knowledge whose sources
whether in-laws or other relatives are not welcome. As a consequence, their knowledge is not considered "viable", 
since it does not coincide with knowledge provided at a paediatric level.   
 
3.5. Common-sense knowledge 
 
What therefore emerges from the interviews is that common-sense knowledge also holds important value in 
interpersonal terms. Several groups of meaning attributed to the use of this knowledge can be noted. The first refers 
to the common-sense knowledge that parents feel they have developed from their own experience or from their very 
"nature" as parents. This is knowledge they can draw from at any time and through which they can demonstrate their 
appropriateness as parents. The two variables that have a greater influence on the presence of this reference are the 
existence of older children and the gender of the parent. 
With our first daughter we would revert to cause and effect practically every other day, so with the second one you learn how to weigh up the 
seriousness of the situation, so all those times when with our first daughter, maybe she was crying desperately, we didn't know what was wrong 
with her, we thought something tragic was happening because she was crying, with the second we just wait and see how things go... (Mother, 2 
children, Turin). 
Because mothers look after the child from birth right up to the present, she has to know everything, the baby's every reaction, every movement 
and understand why (Single mother, 1 child, Val di Susa). 
What also emerges from the interviews is that mothers define themselves as relying much less on common-sense 
knowledge of their families and friends than is perceived by their partners, who see them as being very active in 
asking for advice from mothers, sisters and friends. Furthermore, the male testimonies show a tendency not as a 
majority but worthy of mention to give mothers a central role in constructing and using common-sense knowledge. 
I go along with what she says because she's the one who contacts the paediatrician, and she also talks a lot with her mother, I don't know what 
remedies [...] When it comes to health both my parents and my in-laws are always ready to step in if needed (Father, 1 son, Turin). 
The testimonies of mothers and fathers clarify how they turn to the expert knowledge of family members, in 
particular parents and friends, especially because of a "love factor" which has led to the establishment of important 
affective bonds where the advice they offer and the fact that it is followed confirm the presence of this bond. The 
interviews also show that receiving and taking advice or, conversely, not taking it, not asking for it or refusing it 
means constraining or preventing parents or other relatives and friends in the close affective network from defining 
appropriate parenting, thus emphasising the central role of treatment practices in building shared models of 
parenting. 
Lastly, the testimonies show, directly or indirectly, that, as in the case of expert knowledge, when common-sense 
knowledge is used, it is mothers who play a central role, becoming the key figures in the exchange of knowledge, 
especially with female components of the close affective networks. 
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4. The construction of appropriate parenting from the paediatricians' point of view  
The points of view of paediatricians is of prime importance in gaining a deeper understanding of today's dominant 
criteria for defining appropriate parenting. They represent a social knowledge which is highly legitimised in current 
western society and which, by indicating daily practices as "correct" and "scientifically based", along with values, 
rules and behaviour models, contributes to building the current widespread and accepted criteria for appropriate 
parenting. Furthermore, paediatricians have an educational role towards the parents, which becomes pervasive, if the 
relationship with the parents of their young patients is a strong one.  
The issues emerging during the focus groups held with paediatricians enabled us to identify the representations and 
criteria that these professionals point to as representations of parent appropriateness and inappropriateness.  
The first set of matters concerning appropriate parenting refers to the parents' ability to "take responsibility" 
especially in health- and education-related areas. In terms of health, the ability to "take responsibility" is summed up 
in three specific skills by the practitioners. 
The first concerns the ability to put into practice a number of basic skills concerning the well-being and states of 
malaise of their children. An appropriate parent is one who is able to determine the severity of the symptoms in 
relation to suitable times of observation, who can wait before consulting expert knowledge and can respect the 
rhythms and healing times of their child. Furthermore, regardless of timing, an appropriate parent can correctly 
apply the treatment, i.e. they can do what the paediatrician has recommended, they can identify signs of recovery 
based on compliance with medical advice, and based on their own experience. 
I think it's a matter of taking full responsibility for handling all aspects of your child, from their homework right up to saying "he's got a 
temperature, I've given him paracetamol, it's come down a bit, the temperature's gone, he's dancing about, running, playing, he hasn't vomited, he 
hasn't got diarrhoea, he's all right, I'll take responsibility for waiting and seeing what happens tomorrow (female paediatrician, Turin). 
The second skill refers to the ability to organise their life and work time around the well-being and health 
requirements of their children. So appropriate parents know how to put their child's needs before the immediate need 
to reconcile work and family time, as well as the needs involving children's everyday lives, such as food, sleep, and 
the time demands and methods during illness and its treatment, without forgoing psychological and interpersonal 
needs, which the paediatricians mentioned often. 
Children are far too busy nowadays, because they need to go to bed at a certain time and should get up at a certain time, precisely because of 
problems which have to do with school and work, their lives are based far too much on schedules (female paediatrician, Turin). 
The third and last skill regards the ability to evolve in parenting tasks, based on the instructive relationship with the 
paediatrician and accredited sources of scientific information, and on personal experience previously confirmed by 
doctors or scientific knowledge gained from other accredited sources. 
The representations that give rise to inappropriate parenting likewise refer to the criteria for parental responsibility 
as mentioned above. In terms of health, an inappropriate parent is unable to wait, consults the paediatrician for banal 
reasons, asks for multiple interventions when there are no significant pathologies, makes "requests in advance" 
because they are in a state of anxiety or need to organise their family schedule. Lastly, they have too much 
information or are badly informed, often suggesting their own diagnoses and treatments. They mix various types of 
remedies, depending on whether they were taken from books, the Internet, their network of friends, or relatives and 
neighbours. They request medicine, even when useless. 
More generally speaking, in the daily lives of their children, inappropriate parents tend to delegate common-sense 
issues to their paediatricians, teachers, psychologists or other figures with expert knowledge. 
Nowadays, people's brains are disassociated from the rest of their bodies, they don't think any more, they delegate things to people who have to 
think about them for them, and in our case, they are inappropriate things. One lady really annoyed me a month ago when she called me about a 
child of 6 who had absolutely nothing wrong with him whatsoever, no allergies or anything; she phoned me because she wanted my advice on 
what mattress she should get for her little boy.  (Male paediatrician, Val di Susa)  
It is interesting to observe that during the focus groups, negligence was indicated only once as an indicator of 
inappropriate parenting. So, over-caring is a significant issue. 
The polarisation of these two representations regarding the construction of appropriate and inappropriate parenting 
highlights some issues that enable us to understand the content, processes and tensions that contribute to the joint 
construction of these criteria and the differences in recognition and legitimisation that expert and common-sense 
knowledge acquire. 
5253 Anna Rosa Favretto and Francesca Zaltron /  Procedia - Social and Behavioral Sciences  46 ( 2012 )  5244 – 5256 
In particular, the paediatricians interviewed propose a strongly "mother-centric" vision of parenting. Although they 
recognise the shift in contemporary parenting characterised by a greater emotional involvement of fathers in the 
lives of their children and an increase in their presence, they attribute and consider appropriate a paternity 
characterised by the father's subsidiary role of sharing and providing emotional support to mothers who are 
generally considered to be "naturally" appropriate for carrying out childcare and childrearing functions.  
(When asked "what does being capable of being a dad mean?") Standing by the mother and reassuring her and comforting her, so if the child is 
ill and the mother is worried, the father should say, no, don't worry, it'll be all right, let's say that there are still a few fathers like that around 
(Female paediatrician, Val di Susa). 
It's not always true that informed parents are better ones. I find the best fathers to be ones that can stay calm and give confidence to their wives, 
supporting her. (Female paediatrician, Val di Susa). 
Compared with this aspect of the paediatricians' opinion, all studies concerning the balancing of family time in 
Italy and Europe confirm that, despite a few small changes, the role of mothers continues to be wholly preponderant 
in the care of children, whether they are children, teenagers or adults, that is, it is primarily them who bear the 
burden of reorganising their social lives through a difficult balancing act of family time and work time.  
As a consequence of this vision placed upon the mother, which extends to the role given to grandmothers, the child 
itself has a merely satellite role compared to the primary relationship between the doctor and mother. The child is 
primarily seen as a healthy body that is to be brought up, or a sick body to be healed, but does not appear to be an 
active and involved subject in the construction of the treatment process, even when his or her age would allow for it.  
The child is thus thought to be an entity in itself, but is not considered as a source of intercommunication and, in 
the focus groups, there was little reference to direct dialogue with children. When the leader of the focus group 
made specific mention of the issue, this absence was referred to as excessive mediation and meddling by mothers in 
communication between the paediatrician and child. 
 
4.1. Expert paediatric knowledge and common-sense knowledge 
 
One of the central issues in the construction of appropriate parenting and, in particular, in the different contribution 
that expert knowledge and common-sense knowledge make to its definition, is also based on the paediatrician's 
observation of persistent attempts by parents to delegate common-sense issues to their doctors, which would 
normally be defined as simple childrearing or, where illness is concerned, ordinary everyday care. The testimonies 
collected show the over-legitimisation of expert knowledge in the construction of parenting: on the one hand it is 
thought to have produced an increase in information and knowledge in the parents, making them apparently more 
skilled and capable, while on the other hand, it is thought that this has undermined the hold and legitimacy of 
common-sense knowledge, especially knowledge passed down through generations. It might be added, that this 
undermining of common-sense knowledge acts against the self-esteem that the parents should have for their own 
abilities to recognise and shape what is best for their child in his or her alterations during growth. 
The greater legitimacy that expert medical knowledge has is based on some of its founding characteristics: it is 
verifiable, it is adaptable and changeable, it is universal and can be made relative (Good, 1994), it is projected 
towards the future, hence it is always valid, albeit not stable, in the present. These characteristics appear to be 
profoundly different from those present in the common-sense knowledge which comes from "tradition" which, as 
they look to the past, seem to be perceived as increasingly less able to provide answers for the growth and treatment 
needs of children. Children, moreover, are now fully part of a bio-medical, interpretational paradigm, which 
recognises their status as subjects and entities in their own right, who are to be protected and taken care of. 
The opinions collected also show the existence of a point of convergence, consisting of common-sense knowledge 
based on scientific or pseudo-scientific information found by the parents through the media or the Internet. These 
have similar characteristics to expert knowledge with the exception that they are not organic or verifiable, and, 
owing to the parents' lack of medical competence, cannot be placed within a context of fully organised reasoning, 
such as the criteria of medicine. 
The paediatricians recognise the validity of common-sense knowledge when it is capable of performing two 
important functions. The first concerns providing support to the parents in order to limit their anxiety about the 
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child's state of malaise. The second concerns the support given to the parent to help him or her discern and decipher 
the seriousness of symptoms, in favour of proper consultation of the paediatrician.  
The support of the patriarchal family of former times is no longer available: there everyone lived together, and this perhaps caused tensions, but 
there was an evening council of grandmothers which would help ease the attitudes of new mothers towards their children. These families no 
longer exist, but there are neighbours with a good word to say or a friend who has experience because she has already had children and support 
comes through other channels. (Female paediatrician, Val di Susa). 
Not only were experiences transversal, you could see how children were being brought up and this experience was internalised. Now nuclear 
families go home with a child in their arms and they start asking themselves what they're supposed to do with him, what should I do, how am I 
going to understand? (Male paediatrician, Turin). 
Nevertheless, the paediatricians complained that, although interpersonal support, i.e. the first function, is currently 
still available even if no longer as widespread as it was in the past, the same cannot be said of the transfer of 
discriminatory skills for symptoms from the older generations to the new; to the point that even grandmothers, 
mothers and mothers-in-law are encouraging mothers to see their paediatrician regarding banal issues.  
 
5. Expert knowledge and the medicalisation of everyday life 
The testimonies collected from the paediatricians also showed that the greater centrality of bio-medical expert 
knowledge has produced a kind of "medicalisation of everyday lives" of adults and children. In terms of children, 
today it is primarily through this knowledge that the stages of proper growth, the well being of the child and the 
treatment of their illnesses occur. As a consequence, it is also on the basis of this knowledge that the appropriateness 
of parenting is judged for the tasks related to reaching these stages.  
This paradigm leads us to at least two interpretational dynamics which differ between practitioners and parents and 
contribute to providing different definitions for appropriate parenting, and implementing it in everyday lives often 
through divergent interpersonal and care practices.  
An analysis of the point of view of the paediatricians enables us to see that they base parenting practices on a 
division of childcare practices and illness-related treatment practices. The first fall within the educational and 
informational realm of paediatrics, which, accompanies and instructs parents in childcare tasks from birth to just 
after weaning, using the process that we defined earlier as the medicalisation of everyday life. In this way, mothers 
and fathers but mainly mothers internalise the stages, processes and practices that are appropriate for the growth 
and well-being of their child, based on the dictates of medicine and with the help of the paediatrician and other 
healthcare workers. 
The period immediately after weaning is the cut-off point for the paediatrician's availability for assiduous 
assistance, even for childcare advice, resulting in the reduction in this sort of paediatric mothering given to the 
parents. It might be said that, while the post-weaning period sees the concrete beginnings of the child's detachment 
from its mother, that is, the first stage in the child's autonomy, the same can be said symbolically for the parents, 
who acquire autonomy from the paediatrician's knowledge for everyday tasks, at least from the latter's point of view.  
Nevertheless, it seems that the parent's apprenticeship is structured over a longer period of time, day after day, with 
the internalisation of the important role attributed to this expert knowledge, which becomes a reference guide for 
delegating choices and responsibilities regarding the well-being of the child  and not only illnesses well beyond 
the first year of life, thus impairing the greater legitimacy that other knowledge might offer. 
The importance of the apprenticeship in appropriateness is seen in the influence of one particular variable, the 
order of birth of children, for two reasons mentioned by the paediatricians. The first concerns the possibility of 
internalising the experience, which may generate contrasting outcomes: greater autonomy of the parent or greater 
apprehension due to health problems in a first child. The second reason concerns the chance to widen the networks 
that are considered "competent", especially of friends and neighbours, consisting of parents especially mothers 
with older children who promote and enable wider contacts and provide a wealth of horizontal and peer-based 
information. In this case too, the results may be two-fold: it reduces the anxiety typical of parents with less 
experience or may increase anxiety and the quantity of incorrect and inappropriate information, which complicates 
the therapeutic relationship.  
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Conclusion 
 
As we have stated several times, the path that leads to uncovering a state of malaise, a symptom, to attributing an 
illness, a treatment and recovery is neither built in solitude nor can it be seen as the result of a conciliation between 
the parent, or his or her representative, and the physician in search of unreachable compliance. Rather, it is the 
outcome of a complex social process involving many figures, some with more defined roles, others less so. 
In terms of treatment as well, the testimonies show that mothers are the main coordinators in the construction of 
the therapeutic process and its application. They are the leading figures in the important interpersonal and cognitive 
functions that take place in the parent-paediatrician dyad, and in building an effective framework that summarises 
the suggestions contributed by common-sense knowledge. In these tasks they are backed by fathers, who, according 
to the testimonies, provide more support, particularly when it comes to dealings with expert knowledge. 
As we have seen, the wealth of stimuli that parents gather when building and applying meaningful therapeutic 
solutions mainly concern aspects which are not only biological the physical recovery of children but also those 
related to "having to be" appropriate parents, able to wait for symptoms to show up fully, able to use their own 
knowledge or that of their informal social networks to understand the seriousness and, if necessary, turn to expert 
paediatric knowledge, as well as the ability to use the remedies of common-sense knowledge or the treatments 
prescribed by expert knowledge precisely and efficiently. 
Lastly, the interviews and testimonies of the paediatricians show that the active role ascribed to children by adults 
is limited. Youngsters are mainly present as the objects of observation and treatment, as the objects of love and 
attention, as diseased bodies. Their active presence as individuals with their own needs, involved, to a certain extent, 
on their own way to recovery, is still somewhat limited. 
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